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OVARIOTOMY: PEDICLE SECURED BY SILVER-
WJIRE LIGATURES: CURE.

By J. MIARION SIMS, M.D.,
Senior Conisulting-Surgeon to the Women's Hospital, etc.

MIISS X., aged 58, haid enjoyed good health till I864, when she discovered
some enlargemenit in the left side of the abdomen. In i866, she saw
Dr. Atlee, of Philadelphia, who diagnosed a non-adherent multilocular
ovarian tumour; but, as her general health was very good, he wisely
advised her to wait a while for ain operation. The tumour gradually
increased till the abdlomeni assumed huge proportions; and I saw her in
December iS68, ancd confirmed Dr. Atlee's diagnosis. Her appetite
was failing; she dlid n-ot sleep, except in a semi-erect posture; she
vomited occasionally; her pulse was 98; her skin was dry and parched;
and she wvas emaciating very rapidly. I saw her a month later, and her
symptoms wrere theni so urgent, that I felt no hesitation in recommending
either a tappinig, or an ol)eration for the removal of the tumour. She
selectedL the latter; and the operation was performed on the Ist of Feb-
ruary last.

Dr. Goodwillie administered Dr. Richardson's new anesthetic, the
bichloride of methylene. She was about twenty minutes coming under
its influence, and vomited once just before she was fully narcotised. I
was assisted by Dr. Swinburne, Ilealth Officer of the port of New
York, by Dr. Sands of NTewport, Dr. 'Meaux of New Orleans, and
Drs. Lee and Reed of Stateni Islanid. The incision, about three and a
half inches long, w^as miiade in the usual way; the walls of the abdomen
were loaded w%ith fat, which alone was more than two inches thick.
The tumour hadl slight adhesions ainteriorly, over a space of six or eight
inclies square, whiclh were easily broken up by sweeping a uterine-
soulid over the surface of the tumour. Five or six large cysts were suc-
cessfully tapped; then the incision was enlarged upwards for two inches
or more, to allow the remaining solid part of the tumour to be extricated.
This consisted of small semi-solid cysts so intimately blended together,
that the irreaular mass, larger than the human head, felt almost as firm
as if it had been a real fibroid tumour. The pedicle was short, broad,
and thick.

MIy special object in reporting this case now, is to again call the atten-
tion of the profession to my method of dealing with the pedicle. In this
case, the walls of the abdomen were so thick, and the pedicle so short,
that it wouldl have been impossible to secure the pedicle in the usual
way by the clamp externally, even if I had wished to do so. For more
thain twenty years, I lhave tauaht that the best plan of dealing with the
pedicle was to secur-e it with silver-wire ligatures, and drop it back into
the pelvic cavity. If the pedicle be small, it is enough to transfix it
witlh a double silver wire, and secure the two halves of the pedicle by
firmly twisting the wires on opposite sides. If the pedicle be broad,
it requires a niumber of separate wires, according to its width. In
a case of ovariotomy, reported in this JOURNAL in January I867,
the pedicle was five inches wide, and required five separate wire-
ligatures; each embracing a separate segment of tissue about an inch
+-vide. In the case here reported, three wire-ligatures were necessary;
each enclosing about an inch of tissue. In the former case, the pedicle
was first severed by the actual cautery, according to Mr. Baker Brown's
plan; and, wlhen the clamp was loosened, blood oozed out all alongthe
cauterised surface. As this was almost in contact with the body of the
utelrus, there was no other method but to secure the bleeding stump,
just as I did it. In this case, the pedicle was held firmly by a pair of
suitable forceps; the tumour was then severed and removed. Three se-
parate wire-ligatures were passed through the pedicle as it was held in
the forceps; each twisted separately and firmly, just as we do with the
wire-sutures in the operation for vesico-vaginal fistula, and with the same
apparatus; each twisted end was cut off within a quarter of an inch of
the tissue embraced, and then bent flatly over on it. The wires became
deeply imbedded in the parts and almost hidden from view. After the
ligatures are satisfactorily adjusted, the stump of the pedicle may or
may not require a kttle trimming, when it is allowed to fall gently into
the cavity of the pelvis.

This case required eight deep silver-sutures for closing the external
wound. I am always careful to pass them so as to embrace the divided
edges of the peritoneal coat. A piece of lint, wet with a carbolic lotion,
was laid over the wvound, and secured by a bandage and a large com-
press of cotton wadding. The urine was drawn off for three days.
There was no conistitutional disturbance, and the patient was conva-
lescent from the moment of the operation. There was no vomiting
after the operation, as we so often see when chloroform is used. The
tumour was multilocular, and weighed sixty-seven pounds and a half.
Dr. Swinburne thought its real weight was over seventy pounds; for a

large quantity of fluid was lost in the tapping. One great superiority of
this method of securing the pedicle and the abdominal incision is,
that we have no trouble with the after-treatment. On the eighth day
after the operation, we removed the bandage, and examined the abdominal
incision for the first time. There was complete union, and we removed
four of the wire-sutures; the others were removed on the following day.
The bowels were opened by enema on the seventh day after the
operation; and her convalescence progressed without the slightest
untoward symptom.

Faubourg St. Honore, Paris.

PROFESSOR HUXLEY'S HUNTERIAN LEC-
TURES ON THE ANATOMY OF

THE VERTEBRATA.
Delivered at the Royal College ofSurgeons of England.

LECTURE VII.
BEFORE sketching the mode of Development of the Osseous Cranium, it
is necessary briefly to refer to certain conditions relating to the appearance
of the Sense-organs, and of the leading cerebral nerves, both of which
constitute important landmarks in the skull.
The olfactory organs take origin as a depression on the outside of the

hinder-part of the fore-brain on each side. The eye, like the olfactory
sac, begins as an involution of the external integument. A third de-
pression is placed on each side, behind the cranial flexure, and just above
the second visceral arch. Each of the hindmost pair of depressions is
soon converted into a short sac, which enlarges, and ultimately becomes
the internal ear. The so-called olfactory nerves are really prolonga-
tions of the anterior part of the fore-brain. Another pair of prolonga-
tions extend out, one on each side, from the hinder-part of the fore-brain,
and ultimately become the optic nerve, retina, sclerotic, etc. No simi-
lar prolongations grow out to meet the third pair of involutions. Behiind
these structures, a nervous ganglion sends a nerve down into the first
visceral arch, and this nerve is the third division of the fifth. Another
nerve (the portio dura) passes down more posteriorly, and bifurcates-
one branch going to the first visceral arch, the other going to the second
one. Another nerve lies still further backward, that which is called the
eighth.
The cranium maybe said to exist in three conditions: I. Membranous ;

2. Cartilaginous; and 3. Osseous. The first condition persists only in
Amphioxus; the second condition (commonly spoken of, unfortunately,
as the "primordial cranium") is the highest point attained by many of
the lower Vertebrata. The third condition is by far the most common;
but, probably, in no instance does bone completely replace' the other
materials, parts of the cranium remaining cartilaginous and membranous
even in the highest forms. At that fottal period, when the first visceral
arch and naso-frontal process are formed, two masses of cartilage appear,
one on each side of the anterior termination of the notochord. Some.
times, as in Triton, these take the form of two long rods of cartilage,
but generally they coalesce into one cartilaginous mass which surrounds
the notochord, at its front end, and thence shoots out into two diverging
processes (trabecuzd), which meet together again further in front, thus
enclosing a space where the pituitary body is lodged, and which becomes,
ultimately, the floor of the " sella Turcica". After thus meeting,
the coalesced trabecuke form a plate, which bends over, forwards,
and downwards in the naso-frontal process. The cartilaginous mass,
surrounding the notochord, also grows up on each side at the hiinder-
end of the cranium, and, meeting above, forms thus a ring of cartilage,
which is the only spot where the cranium is cartilaginously roofed, all
the more anterior part being closed in superiorly by membrane only.
Immediately in front of this cartilaginous occipital arch, a large mass of
cartilage forms on each side of the skull, which is the auditory capsule;
and, in certain forms, two small cartilaginous processes grow up on each
side in front of this; but this is the utmost extent of cranial side-wvall
usually attained by the cartilaginous cranium. Thus the skull has a struc-
ture radically distinct from that of the vertebral column. There is, in-
deed, the occipital arch, somewhat reminding us of a vertebral segment;
but, other than this, there is no trace of antero-posterior segmentationl by
transverse fission; on the contrary, if any division be indicated in the
cartilaginous cranium, it is rather into two lateral halves by antero-
posterior fission. The plate formed by the anterior coalescence of the
trabecular arches over the olfactory capsules on each side, and sends
down between them a median cartilaginous plate. From the inner side
of each lateral part of the so-arching plate, three processes extend in.-
wards, which, in the osseous skull, become the spongy masses of the
ethmoid and the inferior turbinal.
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Ossification takes place in constant and definite parts of the so-called
"primordial" cranium. Thus, behind the auditory capsules, four cen-
tres of ossification arise: one in the floor of the skull-the basioccipital;
another in each side of the cartilaginous occipital arch-the exoccipitals;
and a fourth in the upper part of the same arch-the supraoccipital.

In front of the auditory capsules, ossification takes places medianly
at the sella Turcica, as the basisphenoid (which includes the anterior
extremity of the notochord), and laterally as the alisphenoid, on each
side-the latter appearing in the two lateral cartilaginous processes
before spoken of as arising on each side in front of the auditory cap-
sule. Anterior to these, we find another median and basilar ossifica-
tion-the presphenoid (which, however, never includes the notochord),
and two lateral ones-the orbitosphenoids, one on each side.

Here the brain-case ends, but in front of it we find an ossification in
the median lamella, which descends from the plate overarching the
olfactory capsules-the median ethmoid: also an ossification in each
lateral half of the same overarching plate-the lateral ethmoid, or pre-
frontal.
The relations borne by the nerves and sense-organs to these parts is

constant. The eighth nerve always passes out behind the auditory capsule,
which latter is always placed behind the alisphenoid. The third branch
of the fifth nerve also passes out behind the alisphenoid, or traverses its
hindermost portion. The optic nerve passes between the ali- and orbito-
sphenoids; and, finally, the median ethmoid is always placed between
the exits of the olfactory nerves.
As to the sense-capsules themselves, the sclerotic, though sometimes

ossified, never enters into the formation of the skull. It is very dif-
ferent as regards the auditory capsule, which always constitutes an
integral part of the cranial wall. It ossifies from three, sometimes
from four, centres. The first of these is anterior, and is called the
Prootic-this is the most constant. The second is posterior and infe-
rior, is named the Opisthotic ; the third is posterior and superior, and is
termed the Epiotic. Sometimes there is a fourth ossification, situated on
the outer side of the top of the capsule.
The osseous skull thus arising, occupies the floor, and more or less

of the walls of the cranium; but, except in the occipital region, has
no share in its roof. The bony roof is formed by another system
of bones having a different origin, formed directly from mem-
brane, instead of from cartilage. Such is the case with the parietals
and frontals. Certain other membrane-bones, however, besides these,
also make their appearance. These are the parasphenoid in the peri-
chondrium, beneath the floor of the skull-the vomer, the nasals, and the
squamosal.

ON THE VALUE OF PERCHLORIDE OF IRON IN
POST PARTUM HAESMORRHAGE.
By HUGIH NORRIS, L.R.C.P.Edin.,

Corresponding Memnber of the Edinburgh Medico-Chirurgical and Obstetric
Societies, etc.

THE enclosed remarks are condensed from a paper read by me on the
12th of April, I865, before the West Somerset Branch of the British
Medical Association, " On the Value of Perchloride of Iron in Obstet-
rics, with Cases." I was requested to send it for publication in the
JOURNAL; but, from various causes, I was prevented from doing so at the
time. I the less regret this circumstance, since the delay has afforded
me opportunities of further testing the correctness of the conclusions at
which I had then arrived. I have given, in an appendix, a few skeleton
cases from my note book, of a more recent date than my paper, but all
corroborative of these conclusions; adding merely such comments as
are suggested to my mind by their individual circumstances. I have
preferred sending the paper in the form in which it was originally read,
since I might otherwise, perhaps, have laid myself open to the charge
of plagiarism, and because, moreover, I wish to escape the disagreeable
task of exonerating myself from a suspicion so groundless. On the
other hand, I hope I may not be accused of presumption, when I add
that I am quite sure the fact of my having used the perchloride of iron
in postpartuzm xemorrhage, could never have reached the ears of Dr.
Barnes, to whom I am an utter stranger. In publishing the paper, I
am actuated by the desire to make more widely known an invaluabZe
remedy, and I esteem myself fortunate in being able to adduce the inde-
pendent testimony of so impartial a witness as the distinguished phy-
sician whose name I have taken the liberty of using.

Scarcely, I imagine, need I do more than advert to the anxieties at-
tendant on a severe case of post Mar/zum hasmorrhage, in order to enlist
the sympathies of all who are engaged in the general practice of our

profession. Whether we consider r. suddenness of its accession on the
one hand, or the insidiousness of its aprtoach on the other-in all cases
the imminent peril attending it, I think ti.t few of my conzfir-cres will
feel disposed to dispute my conviction that thbi eomplication may, with
little or no warning, place a man face to face "vth one of the most
appalling realities that can be conceived to present trAumselves in the
practice of our art. Many precauitions have been devised and recom-
mended by the Nestors of our profession, and numerous modes of treat-
ment have been from time to time adopted to avert the accident in
question, but still, with every care-with all the skill-a man can ex-
ercise, it is notorious that even fatal cases do now and then, unfortu-
nately, occur in the practice of our best and most accomplished ob-
stetricians. I am not unaware that there exist practitioners who assert
that "in their experience such thinigs never lhappen," and that this
immunity is due to some peculiar mode of proceeding, (in the vernacu-
lar some "dcldge") on their part, by means of wvhich they successfuilly
provide against the dangers that result therefrom; but, whilst I would be
the last person to defend a wrant of systematic carefulness, in even the
most simple and most natural case of midwifery, I repeat that I do
believe instances are constantly occurring in which every precaution that
the highest skill, or the most enlarged experience can suggest, will not
suffice to avert the perils attendant on severe flooding after child-birth;
and (not to mention other causes), until that peculiar pathological con-
dition which constitutes what is called the "htemorrhagic diathesis"
ceases to exist, we dare not expect entire immunity from the accidenit we
are now considering.

It is not my intention to read an essay on the ordinary treatment of
post pan-tum hTmorrhage, or to inflict on you, at second hand, a reca-
pitulation of rules which mav, at any time, be found in books upon the
subject; but, sinice we may feel assured that the dang-erous complication
referred to, will occasionally occur in the practice of sonic, and ;;iay
force itself on the attention of till, in spite of every effort to the con-
trary, I beg leave, witlhout further preface, to call attention to a local
styptic, so cheaply and so easily obtained, yet withal so certaini in its
effects, anid so harmless in its action, as to cast all others with which I
am acquainted, immeasurably in the shade. I allude to the perclloride
of iron, a strong solution of which, topically applied, will inistantly
arrest the flow from almost any bleeding surface. It is now eight or ten
years* since I first became aware of the marvellous lhxmostatic powers
of this preparation, but it was not unitil the year I859 that I used it in
obstetricy; and, with your kind permission, I will relate a few cases
from my own practice, which w,ill, I think, bear me out in my enco-
miums on the valuable properties of the salt in question.
CASE i.-On December 25th, I859, Mfrs. A., aged about 33, multi-

para, aborted at the tenth -week of pregnancy, immediately on wrlhich she
flooded almost to death. In fact I at one time thought her dead, but I
continued plugging the vagina, with a torn handkerchief dipped in a
strong solution of the perchloride, and not the slightest flow occurre(d
thereafter. The patient recovered; and although two years subsequently
she underwent a similar ordeal (vi(de Case iii), she is now living and as
healthy as I have ever known her.
CASE II.-On May i-th, i86o, I attended Mrs. L., aged about 40,

a multipara, in -whom I had previouslv diagnosed the existence of pla-
centa prxevia. Although I had explained the case and its attendant
dangers to her husband, requesting to be summoned the instant hlxmor-
rhage occurred or labour commenced, the patient had wellnigh bled to
death before I was sent for. I at once turned and extracted the child,
more, I confess, in the hope of saving its life than that of the mother,
whose state I feared was almost hopeless. After the labour was com-
pleted, on reaction setting in, I found that the flow had not ceased, and
the uterus being large and flaccid I hastily injected into the veryfundus
of that organ, a strong solution of the percbloride of iron witlh the in-
stantaneous effect of arresting all hnmorrhage, and the eventual result
of restoring the mother to a condition of safety. The child is now a
healthy fine specimen of humanity and the mother is in the enjoyment, I
believe, of perfect health.
CASE iii.-On October 20th, i86i. MIrs. A., above mentioned (viide

Case I), again miscarried at about the eighth week of pregnancy, under
circumstances precisely similar to those detailed in Case i. I again
plugged with a solutioni of the perchloride of iron witlh instant good
effect, and, as above stated, the patient is still alive and well.
CASE Iv.-On February 28th, I865, Mirs. C., aged about 30, preg-

nant for the first time, miscarried (in my absence) at the third or fourth
month, and immediately thereafter appeared to be doing well. I will
not detain you by relating symptoms irrelevant to the subject before us.
Suffice it to say, that on the 4th of March, severe and alarming htemor-
rhage occurred, as I then discov-ered, from retained placenta. She was,

* This paper was read in I865.


